INTRODUCTION
Silica is the main component of sand. Cutting, breaking, crushing, drilling, grinding or abrasive blasting of these materials may produce fine silica dust. Silicosis occurs as the result of deposition of fine respirable dust (less than 10 micrometers in diameter) in the lungs (1) .
Silicosis is the most common occupational lung disease worldwide, which occurs mostly in developing countries.
In 1713; Ramazzini et al. reported a connection between asthmatic symptoms and sand-like substances in the lungs of stone cutters (2, 3) . Production of dust increased significantly due to industrialization (1, 2) . More than 24,000 deaths occurred annually in China due to silicosis between 1991 and 1995(4). In the United States, According to recent CDC data, it is estimated that two million workers have had occupational exposure to crystalline silica dust and 59,000 of these workers develop silicosis during their life course (1, 5) .
Classification of silicosis is made according to the disease severity (including radiographic pattern), onset
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Tanaffos 2012; 11 (2) : [38] [39] [40] [41] and rapidity of progression and often relates to duration of exposure. The classification includes: Chronic simple silicosis (resulting from long-term exposure to relatively low concentrations of silica dust and also usually appearing 10-30 years after first exposure), accelerated silicosis that develops 5-10 years after first exposure to higher concentrations of silica dust and acute silicosis that develops a few weeks to five years after exposure to high concentrations of repairable silica dust (2, 3, 6 ).
The present study was performed for assessment of silicosis among stone cutter workers for early detection and timely prevention and control of disease.
MATERIALS AND METHODS
The present analytical cross-sectional study evaluated 
RESULTS
One-hundred eighty stone-cutter workers participated in this study. The mean age of participants was 31.98±9.26 (15-59) years; 25% of workers were younger than 25 years of age and 18% were over the age of 40 yrs. The mean duration of employment was 3.5± 2.87 years (range 6 months to 16 years). Seventy-two (40%) workers had working experience up to three yrs and 19% mentioned a working experience less than one year.
According to chest radiography, silicosis was diagnosed in sixteen workers (8.9%) and also ten workers with silicosis mentioned more than three years of working experience (Figure 1 ). In general, 40 workers (22.2%) were smokers and 6 workers with silicosis were smokers with mean smoking history of 5.5 years (5.5 Pack/Year). Seven workers had chronic lung disease and only one of them had history of lung disease. 
DISCUSSION
In our study 16 workers (8.9%) had silicosis. In a previous study in 2006, rate of silicosis in workers was reported to be 10% (7). Our study in comparison with the mentioned study showed a lower rate and this difference might be due to the higher use of personal protective equipment and shorter work experience in our study samples.
Gibbs and Du Toit in their study on gold miners of South Africa showed prevalence of silicosis to be 18.3-19.9% which was higher than our mentioned rate (8).
Out of 16 workers, 8 workers had irritating cough, 5
workers had cough and dyspnea and only 3 workers complained of exertional dyspnea. These findings were in accord with the results of similar studies at the same location in 2004 and 2006 (7, 9). In our study, the most common symptom was irritating cough (76%) in contrast to the study conducted in Nigeria which reported the most common symptom in workers with silicosis to be dyspnea and only 42% complained of cough (10) .
Our study results demonstrated that 6 workers with silicosis were smokers. This finding is comparable with the results of a study in Hong Kong on the factors effective on and accompanied by progressive fibrosis in silicosis (4, 11) .
Also, the spirometric pattern was abnormal in 11 workers with silicosis, 7 workers had obstructive patterns (two cases were smokers) while 4 workers had restrictive pattern (one smoker), in comparison with the previous studies that found a significant difference in spirometric patterns between workers with silicosis and healthy workers (2, 9) . Correlation between lung function tests and respirable crystalline silica does not eradicate the risk of silicosis (15) . This is also true about our study site because the concentration of silica particles was several-folds above the safe limit.
There were several limitations in our study. One problem was the impossible evaluation of type of silica particles; however, we were able to measure the concentration of dusts in this research. Another limitation was the absence of a system to detect and report silicosis cases regularly and also the inability for early or even late diagnosis of silicosis by physicians of that district.
Therefore, the estimated number of diseased cases was far less than the actual rate. To overcome this problem, it is recommended to establish a system by the environmental and occupational health offices at the Ministry of Health for protection against silicosis and reporting cases from all over the country. We hope to take a step forward in eliminating or decreasing the risk of silicosis by undertaking these measures.
